Rationale: Liposarcoma is a cancerous mesenchymal tumor and the most common soft-tissue sarcoma that starts in the adipose tissue. Liposarcoma is commonly found in lower extremities and retroperitoneum, but rarely occurs in the mediastinum.
Introduction
Liposarcomas are malignant tumors with a mesenchymal origin and represent the most common type of soft tissue sarcoma. [1] Its most frequent location is the lower extremities (75%), followed by retroperitoneum (20%). [2] [3] [4] Mediastinum maybe one of the rarest primary site, accounting for <1% liposarcomas. Among these few reported cases, mediastinal liposarcoma has been described in all mediastinal compartments, but it seems to preferentially locate in the posterior space. [5] In this study, we reported the clinical presentation and radiological imaging of a rare case of primary mediastinal liposarcoma.
Case report
A 63-year-old male presented with a 6-month history of chronic cough and progressive dyspnea. He denied smoking and alcoholism. No other abnormal symptoms or medical history were recorded, such as chest pain, hemoptysis, or infection history. His cough and shortness of breath were aggravated by exertion. Physical examination found no abnormalities. Chest xrays demonstrated a large mass occupying the left hemithorax (Fig. 1A) . Contrast-enhanced CT revealed a large mass in the anterior mediastinum measuring 20 Â 13 Â 18 cm (Fig. 1B) . This giant space-occupying lesion caused the extrinsic compression of the main and left pulmonary artery and the right shift of mediastinum. The mass was heterogeneous in density (À100-13 HU), with variable proportions of fat (50%), soft tissue (40%), and myxoid (10%). There was no calcification or postcontrast enhancement within this lesion. No percutaneous needle biopsy was performed.
The patient underwent a thoracotomy for resection of the mediastinal lesion via left thoracic approach. The mass was successfully resected from the anterior mediastinum with an intact capsule (Fig. 2A) . The smooth lobulated yellow-red mass weighed 1575 g and measured 22.0 Â 16.0 Â 11.0 cm. Microscopically, the tumor was composed of spindle cells organized in a fascicular pattern and fat cells (Fig. 2B) . Immunohistochemically, the spindle cells were positive for vimentin, CD 34, and negative for desmin, SMA, WT-1, S-100, SY, and WT-1. Thus, the tumor was diagnosed as a well-differentiated liposarcoma with regional dedifferentiated area. The patient was discharged without any complications and has been continuing to follow up in clinic without any complaints for 2 years.
Discussion
Liposarcoma originates from primitive mesenchymal cells. [6] Histologically, liposarcoma is classified into 4 subtypes: myxoid/ round cell, pleomorphic, atypical lipomatous tumor/well-differentiated liposarcoma and dedifferentiated liposarcoma. [7] [8] [9] These tumors are characterized by amplification of MDM2 and CDK4 genes on chromosome 12.
[10] Most of these mass are identified incidentally or worked up secondary to complications by compression or irritation of adjacent structures. The possible symptoms of mediastinal liposarcoma are dyspnea, wheezing, chest pain, cough, SVC (superior vena cava) compression and voice hoarseness. [11] Typically, our case presented to our clinic with the complaint of chronic cough and dyspnea.
Imaging manifestations of liposarcoma on CT depend on the degree of differentiation of these subtypes. Septated fatty mass, consisting of at least 75% adipose tissue, typically appears in the low-grade atypical lipomatous tumor/ well-differentiated liposarcoma. Proportion of adipose tissue is usually <25% in the intermediate-grade myxoid and high-grade pleomorphic liposarcoma. Imaging without fat attenuation is shown in approximately 20% of liposarcoma. Cyst-like appearance may be found in 20% of myxoid liposarcoma. The hemorrhage and necrosis area is commonly observed in the pleomorphic liposarcoma. [11, 12] Diagnosis maybe confirmed by fine needle aspiration biopsy. Since fine needle aspiration biopsy was not available at the time, it limited us to achieve the pathological diagnosis preoperatively.
Complete surgical resection is still the mainstay of therapy for liposarcoma. [13] No convincing improvement of the prognosis by use of radiation or chemotherapy has been demonstrated. [14] The prognosis of liposarcoma is not influenced by the factors of tumor size, gender or age, while the histopathologic type maybe the most important factor determining survival in patients with liposarcoma. [15] Thus, atypical lipomatous tumor/well-differentiated liposarcoma is associated with a better survival, while the dedifferentiated and pleomorphic type carry the worst prognosis. [14, 16] Given the high risk of recurrence, periodical reexamining is recommended, especially for patients who had received incomplete resection.
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